This paper describes the clubs for patients with hypertension which have operated effectively in parts of Croatia and Slovenia (Yugoslavia) for more than 15 years, with many thousands of patients enrolling voluntarily. Based on the principle of self-help, yet involving the regular participation of members of a patient's own primary health team, they increase compliance with long-term treatment regimens and improve the quality of life.
Self-help, mutual aid and chronic patients' clubs in Croatia, Yugoslavia: discussion paper
Introduction This brief account of experiences in one country is intended to be useful to people already concerned with or beginning to take an interest in self-care and mutual aid programmes. Such activities are nearer to being realized -even systematically applied -since the World Health Organisation began to encourage their development in the Alma Ata Primary Care declaration of 1978. Subsquently, the Ottawa Charter and the Adelaide Declaration have provided further support.
A chronological account is offered because certain dates will help to guide the reader through a complex sequence of developments.
Yugoslav, particularly Croatian, experience could be valuable because we still carryon the living tradition of precepts and practice in social medicine which was inspired by Andrija Stampar (first president of the World Health Assembly in 1948 and a founder of social medicine in Yugoslavia), working in a socialized health service accessible to all.
1960-1970
The early 1960s witnessed the beginning of change in the morbidity of Croatia's urban population. In Zagreb chronic diseases averaged 3-4 per adult person. It was also apparent that the bulk of such health problems could not be adequately controlled on the basis of one-to-one clinical care, despite a ratio of physicians to population, even at that time, of 1: 2500.
The largest part of the working hours* of general practitioners and their teams was taken up by patients with disorders such as hypertension, diabetes mellitus, coronary heart disease, peptic ulcer, chronic cough. In response, therapeutic communities -'clubs'were established for patients with chronic disorders on the suggestion of the American psychiatrist, P V Lemkau who had had relevant experience in World War II. Such patients now had additional contact with the health service through these clubs, which made possible both the transfer of medical advice and the surveillance of the extent to which patients complied with long-term therapies'. Surveillance is essential because non-compliance is an increasing problem in the management oflifelong disorders. The club also provides an opportunity for health education in a group which all the members attend voluntarily, often with their spouses.
Our first two clubs started in 1961-one for hypertensive patients and one for diabetics; they were accommodated in the premises of two general practices. The programmes included lectures, in addition to clinical consultation with doctors and nurses; these were given both by members of our own staff and by invited speakers. This last distinction has to be stressed because inviting outsiders frequently had a negative effect on the activity of the club. While hypertensives were taught to take and record their own blood-pressure readings, diabetics learned to give themselves injections etc. The greater the amount of information transferred, the more efficient the activity of a club. Joint meetings of the team -volunteers, patients and medical members -were held twice a month. For the first 2 years, club work was conducted as a strictly medical activity, headed by a doctor but at this point the initiative faltered due to strong opposition to the whole principle of clubs from certain clinical specialists who underrated the value of methods which seemed to them to be unorthodox. However, clubs for treated alcoholics -a parallel but independent development -continued to be successful and are so even today.
*An urban general practice delivering medical care to a population of2500 can expect to have 400 cases of essential hypertension. Giving each of these 6 check-ups yearly, each lasting 20 minutes, amounts to 800 working hours per year. A significant saving could be made by transferring half the required work to the hypertensives' club (a general practitioner works directly with patients about 1600 hours a year). Of course, controlling blood pressure is the club's main activity, body weight reduction being far more difficult to achieve. (5) Thinking less about his illness and 42 70 other worries (6) Observing the recommended diet with 41 68 less difficulty (7) Taking pressure control drugs more 40 67 regularly (8) Talking more often with his physician 40 67 (9) Showing greater interest and willing-39 65 ness to do his work (10) Increasingpower ofconcentration when 38 63 necessary Evaluation Scientific evaluation of these activities, undertaken after the first 10 years of their operation, have indicated that they offer great benefits; but they need further evaluation and it is unfortunate that funds have not so far been obtained for this (see Tables 1  and 2 ).
Reports on club activity have been coming out since 1966. There was one in the WHO Chronicle". The first large international conference on self-help and mutual aid was held in 1979 at the Inter-University Centre for Postgraduate Studies in Dubrovnik; it was attended by experts from many countries, led by Dr Alfred Katz, the father of the self-care and mutualaid movement":
Despite these successes, we are not satisfied. The percentage of chronic cases, especially of hypertensives, enrolled into clubs is too low. Assuming that there are in Croatia at least 600000 hypertensives (our society is an aged one with many people who are obese, smoke too much, depend on salt and alcohol and care too little for their own physical condition) membership should reach at least one hundred thousand. In reality, the current membership stands at only around ten thousand. Is it possible to secure a wider application for this measure, seeing that it has proven to be efficient?
1970
The early 70s saw the emergence of specific administrative divisions known as 'neighbourhoods'. In Yugoslavia, a neighbourhood is an area of a size easy to cross on foot, containing 3000-5000 inhabitantsseldom more nor less; it forms a distinct geographical and political unit. It has come to deal with an increasing load of community responsibilities''.
One of the first clubs to emerge was a 'neighbourhood club' at the Tresnjevka Health Centre (1976). The formation of groups was recommended for patients with hypertension; these were to be led by their 'immediate' health-workers and based on neighbourhoods". Partnership was found to be a precondition for success in such clubs. One task listed in the club's job-description was for the systematic detection of individuals, living locally, who had the same medical requirements". However, their admission to the club was subject to the strict condition that their interest in the programme was genuine. The next step was to train co-ordinators for administrative duties, such as ensuring working-space, purchasing equipment (eg sphygmomanometers), preparing suitable timetables and even selecting topics for meetings (a list of 50 was prepared). All club-members received medical care from the same team. This greatly simplified the medical input to the club's activities, ie advice about therapeutic regimens and procedures or about the selection of members. It was easier to verify compliance; forms of communication were simpler; there was a higher level of mutual trust. No-one could join the club unless recommended by his or her physician, so that it was possible to exclude psychopaths, hypochondriacs and others, who were unable to work satisfactorily in a group".
These neighbourhood clubs, with their health teams, have shown growing independence and effectiveness. Twice-monthly meetings have been held and minutes kept. Each member has kept his or her own 'health passport' recording progress. For example, entries by hypertensives included a record of blood pressure, body weight and some other information (eg hospitalization or complications).
At the beginning of 1979, David Robinson", while on assignment as a WHO consultant in Zagreb, wrote: Hypertensives' clubs in Zagreb illustrate the advantages and disadvantages of self-care and mutual aid in which health-workers are closely involved. ... Health workers' tasks are to initiate the club operation, organize the election of the club's president, provide its members with sufficient training and practice in measuring their own blood-pressure, as well as giving them guidelines and aid in their work. The clubs are very effective within their set framework and now have members capable of controlling their own blood pressure adequately. While many new clubs are opened, some of the older ones are becoming less active; their membership changes but the overall numbers are maintained; certain members are given special responsibilities, recruitment of new members included. ' Club activities are nearly always a joint venture by laymen and professionals. Their focus is on maximal independence and self-initiative, both for the layman and for the clubs themselves.
Precautions are taken not to allow laymen to usurp the role of doctor for themselves or for others. Therapeutic principles are tied to WHO and US Joint National Committee on Detection, Evaluation & Center  3  4  3  1  11  Crnomerec  2  3  5  Dubrava  2  3  5  Maksimir  1  1  Medvescak  1  12  13  Pescenica  4  6  1  11  Novi Zagreb  3  8  15  4  30  Tresnjevka  4  7  11  22  Trnje  2  1  3  Samobor  2 We decided to look for the cause of slow development, so prepared a study to interview club members, together with people who were not members; physicians who were active in clubs, along with those who were not. We found the following barriers to the maintenance of regular attendance at a club for hypertensives:
Inappropriate ideas introduced from outside Meetings insufficiently frequent Contact not sufficiently encouraged Lack of new topics Ceasing to give steady motivation Interrupting the regular sequence of the meetings.
Dissemination
Starting from Zagreb, hypertensives' clubs have spread to many places in Croatia and then to other republics, particularly to Slovenia. Neighbourhood clubs are increasing in number in the setting of primary health care; they are concerned with diabetes, obesity, chronic cough, peptic ulcer and rheumatic disorder as with hypertension. There are clubs for schoolchildren who have orthodontic prostheses and for key family members where there is a schizophrenic patient. According to a study in 1988 (Kokotovic R., diploma thesis) there were 142 clubs in Zagreb (see Table 3 ). There were another 61 in hospitals and elsewhere. Among these was a special programme to encourage self-care activities in people who had risk-factors for coronary heart disease. Similar care was also developed gradually for the children of Table 4 
. Some questions
What is the role of the mass media in encouraging self-help organization? How much documentation, automation and computerization is necessary? What should be the role of professionals in self-help organizations? How can advantage be taken of existing institutions and social networks? How and when to introduce self-help groups in a particular community? What is the role of the working-place or the school in developing self-help systems? How can those who have not joined clubs (doctors and nurses included) be encouraged to do so?
hypertensive parents, with the object of controlling obesity and increasing physical activity.
In the state of Croatia, the Health Care Insurance Act 1980 stressed the need for such development and for professional involvement in clubs. It also emphasized forms of mutual aid requiring medical supervision.
Disseminating the activities The following are our methods: (1) A mass-awareness campaign about self-care, covering all laymen and using the mass media, with an emphasis on the care of building healthier lifestyles. 
Discussion
In the absence of cross-cultural validation, many of these activities remain, for the present, experimental. They nevertheless merit recognition. The new public interest, promoted by the World Health Organization, will have to develop further before giving a final shape to genuine self-care and mutual-aid techniques. Until these are accepted by the medical profession, remarkable progress can hardly be expected. Rejection is not surprising when one often hears that self-care will supplant medicine, its manpower and even part of its budget. Such fears hold back implementation (see Table 4 ). Rational healthcare also depends on improving and expanding what exists; not in attempting to eliminate what long-standing experience has proved to be effective and useful. To achieve real progress, not only laymen but also interested medical professionals must expand the circle of their own activity. The current medical crisis is due also to increasingly complex and expensive technology. This can no longer be ensured for those who need, even in the most developed countries. Since medical knowledge doubles every 5 years and as there is a vast increase in the prevalence of chronic disease and disability as the population grows older and moves into cities, with consequent aid-alienation, health requirements will also rise. So, new approaches are required; among them more effective communication between physician and their patients in clubs. Through a well-organized club for a specific group of chronic patients physicians can reduce the necessary working time allocation by even as much as IO-fold. Clubs rationalize the work. It takes several months of effort to master this technique'',
The US Joint National Committee on Detection, Evaluation & Treatment of High Blood Pressure states (recommendations for management of hypertension) that one should: encourage greater involvement of the patients in the treatment programme, support quality of life in the management of patients, provide more emphasis in the control of the diseases (especially hypertensives with cerebrovascular diseases, coronary heart disease, left ventricular hypertrophy, congestive heart failure, peripheral vascular disease, asthma, diabetes mellitus, hyperlipidaemia) update previous drug tables to include new drugs, revise recommended doses and suggest considerations on step-down therapy after blood pressure has been controlled",
Conclusions
The principal function of clubs for patients with specific chronic illnesses are: (a) to ensure that treatment, rehabilitation or preventive regimens are maintained; (b) to prevent interruptions in the continuity of treatment and to eliminate the rebound effect; (c) to ensure that new knowledge, skills or attitudes are acquired and firmly established.
(d) If self-help and mutual-aid are to develop, a critical mass of clubs has to be created in a given community. (e) Through the club, primary health care physicians achieve a maximum rationalization of their efforts in chronic patient work. Simultaneously they considerably raise the quality of care and also the quality of patients' lives.
